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F 000 | INITIAL COMMENTS F O0Qj
During the Recertification survey and :
investigation of complaints #3924, #39242, and
#39243 conducted on 8/7116-8/9116, at Serene
Manor Medical Center, no deficiencies were cited
n relation o the complaints under 42 CFR Pant 4
. equirements for Long Temn Care Falies. | 1 AR INCrEas et Berasca Do .. Q=234
- 3181483.25()(2) INCREASEIPREVENT DECREASE ©*F 318+ F318 InoreasePrevent Decrease Range gq
55D} N RANGE OF MOTION : of Motion: Comrective action will be -
_ accomplished for Residertts found
i Based on the comprehensive assessmentofa | to have been affected by the
! resident, the facility must ensure that a resident ,. deficient practice.
: with a limited range of motion receives E
i appropriate treatment and services o increase ; esident
. range of motion and/or fo prevent further LR ter for #?Sngf.rvh:t'_s ar;o
i decrease i range of motion, ¥ arrEnge of motion
X : the right side of upper and
: kower extremities by primary
' __ nursing staff dajly.
- This REQUIREMENT & not met as evidenced : 2. Other Residents idertified
s byt having the potential to be
. Based on medical record review, ohservation affected by the same
: and interview, the facility failed % ensure a deficient practice are al
; resident received range of motion for 1 Resident i Residerts who have suffered
; (#76) of 29 residents reviewed,
; : astokeorhave a
: The findings incf d: : cortracture have been
e findings include | and riow have an
Medical record review revealed the resident was order for range of motion daify
- admitted fo the facility on 1/4/18, with diagnoses | by primary nursing staff
including CVA (Cerebrovascular Accident), | ! specific fo the area of their
Hemiplegia, Seizure Disorder and Depression. body affected.
Review of the Quarterly Minimum Data set
1 (MDS) dated 4/18/18, revesled the resident had a | _
! Brief Interview for Mental Status (BIMS) score of ;
i 10, indicating moderate cognitive impaiment, :
i Continued review revealed impairment of one :
CREORATORY DRECTORS PROVIDER/SUPFUER REPRESENTATVES SONATRE TITLE ) DATE
Rita Geffin <. .

other safequards provide sufficient pratection to the patients, (See inslauctions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of coredtion i provided. For nursing homes, the above findings and plans of carrection are disclosable 14
days following the date these documents are made available to the facility. ¥ deficiencies are cited, an approved plan of coreclion k requisite 1o continued
program participation.
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made to enstire the deficient pracice does nat
recur are all Residents who have suffered a

MeWMVewmmesmubeamby '
nursing staff and an order wil be requested

‘ side of the upper and lower extremity.

| Review of the Resident Summary dated 4/19/16
. revealed ".. Paralyses right hand and right leg..."
i

! fromtheaﬂmdmgphysidanfortangeof
! Review of the Resident Summary dated 6/1018, ; motion, a splint, or physical therapy at the time
i revealed “.. Comments Paralysis R fighi] Hand, | of admission, after a change in physical
: , . ) :
" Review of the Care Planning Meeting dated i insenics %&?Sd oznigdkl.:g:ddgyugi w16u'§gi§n and
§ 7/21/16 revealed “... R sided Hemiplegia with | s e Wit Do i+ Servioad s
| weakness ...” Continued review revealed ro e proced nrsenviced annualy.

{ documentation to address the resident's right . o .
» sided weakness. 4. Comective action will be monitored to ensure
4 thedeﬁdem:racticedo&enotrewrbyDiredor

{ Observation on 87116 at 1120 AM, revealed of Nursing or designee and Quality Assurance

i Resident #76 sitting n her wheelchair (wic) b her

|
!
: Continued chservet aled iart Sy ] ¢ Nurse monthly for the next six morths to
: room, nued observation reve right si : | assume education has been Implemented,
weakness of right atm and right leg. Further i MOfﬂOﬁﬂg Mlmmm in part by
| observation revealed the resident did nat have a | discussions with Nurse Supervisors and
splint in place. ' j Pr Caregivers at each sia ndup ,
! 1
{ Telephone interview with the Medical Director on conducted, Also, wil be discussed at the next
! B/9/18 st 10:00 AM, confirmed neither a spfint nor ’ scheduled Quakty Asstrance Meeting,
; physical therapy had been ordered for the
; resident. i
i :
{ Interview with Unit Manager # on 8/9116 at 1045 -
|AM I the 200 hallway, confirmed the facilty failed |
{ 10 provide range of motion, a splint or physical i /6
i therapy for Resident #76. ; G -R3-
F 371 { 483.35() FOOD PROCURE, Fary F371 Food Procure, StorefPrepares .
ss F | STORE/PREPARE/SERVE - SANITARY Serve-Saritary Comective action wil be
! accomplished for those Residerts to be
- The facility must - affected by the deficient practice.
1 (1) Procure food from sources approved o
! considered satisfactory by Federal, State or local ;
. authorities; and
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o +This-REQUIREMENT - is-not met as-evidenoed

PROVIDER'S PLAN CF CORRECTION
2. UVE ACTION §
L} S SIS e e AR B

! Continued From page 2

(2) Store, prepare, distribute and serve food
1 under sanitary conditions

| Based an review of facility policy, observation,
Land interview, the facility failed © date a prepared
{[safad, secure opened foods, monitor expired
foods, clean 1 of 2 walk-in refrigerators duel

| cooling fans, maintain clean Kiichen equipment

{ for 1of 1 kitchen and maintain thermometers for

¢ 1 of 2 resident refrigerators reviewed, affecting 28
: of 72 residents.

The findings incuded: ;

i Review of the facility policy, Food Storage, dated |
1 2010, revealed .. prepared food ... must be dated,
! labeled, covered ... within 3 days ..." Further review
; revealed " food service equipment should be

: cleaned, sanitized, dried, and reassembled after
; each use...” Continued review revealed “.. date !
: marking ...should be consumed, sold, or i
{ discarded ..." :

!

. Review of the facility policy, Food Temperatures,
¢ dated 2010, revealed *...unit refrigerators will be
: monitored for temperatuwres... a or below 41

; degrees F [Fahrenheit]..."

| Observation on 8/7/16 at 9:10 AM with the Dietary
+ Manager (DM), in the walk-in refrigerator,
 revealed an undafed, pan of prepared coleslaw.

; Continued review revealed an unsecured, opened |
| bag of grated cheddar cheese, Further

1. Food inthe walldn refrigerator
orin the dry storage room
is dated, opened food is secured, and
out of date bread has been discarded .
Equipment is clean induding the duel
cooling fan in the wall-in refrigerator
and stand-up mixer. A thermometer is
in the 3rd floor resident refrigerator and

i moritored daiy by Dietary stéffor |~
comect temperature range,

2. Other Residents having the poteritial
to be affected by the same deficient
praciice are the Residents on 3rd floor,
Corrective action taken is misplaced
thermometer was replaced in the
refrigerator for proper monitoring by
Dietary staff for cormect temperature
range. Kitchen equipment is dean

: Packaged food and prepared food in

: the walk-in refiigerator and dry storage
roomis dated, secured, and in date.

3. Measures putinto place or systematic
changes made to ensLire the deficient
practice does notrecuris a
performance improvement plan has
been implemented with education that
includes a. Fan in the walkdin
refiigerator added to the Dietary
deaning schedule b, Audit by Cirector
of Food Service ordesignee with daily
checklist documentation for compliance ;
of securing opened packagesinthedry |
storage room, refrigerator temperatures
shall be in range, prepared food shall
be dated in the walk-in refrigerator, out
of date bread shall be discarded, and
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F 371 , Continued From page 3 F 371 | 4. Monitoring of comectiv w3l| e-';lcﬁm to ensire
b tion revealed a duel cooling fan with dust the deficient practice will not recur wi :
gegﬁga on feves ¢ accomplished by Director of Food Senvice,
i Quality Assurance, and Administrator or
Observation on 8/7/16 at 9:20 AM with the OM, i : designee on a daily basis. Monitoring will
; the Condiment/Bread /Dry Storage Room, be accomplished by a compliance review
i revealed the following unsecured opened breads: of the checklist and personal inspection of
1 2 packages of hamburger buns and 1 package of ;. ; i
. . . ; the 3rd floor refiigerator and walk-in
. . refiigerator. This action plan will be
; revealed the following expired breads dated - discussed for , in the next
3 8/5/16: 1 package of dinner rolls and 1 bag of IScu compliancein
i sliced bread. Further review revealed 1 Scheduled quarterly qualty assurance
j unsecured, opened bag of mini marshrmallows. - meeting for continued compliance.
i Observation with the OM o 8/7/16 at 9:25 AM at
-1 the covered stand-up mixer, revealed dried white
1 debris on the 1im and top of the mixer,
 Observation with the CM cn 8/8/16 =t 9:30 AM o I
1 the 3rd fioor, at the resident refrigerator.revealed
i ho thermometer  the refrigerator or the freezer.
; Continued observation revealed fruit pops i the
+ freezer and puddings, thickened fruit juices, and
i thickened water b the refrigerator. i
‘Interview with the OM o 8/7116 at 9:30 AM 1 the |
» kitchen, confimed the factlity failed to date and i
{ label the prepared coleslaw, to secure opened
foods, to discard expired foods, to maintain dean ;
kitchen equipment, and to dean the due! cooling |
fan.
Interview with the OM on 8/8/16 at 9:30 AM at the
t 3 floor resident refrigerator, confirmed the
{ Tacllity failed to maintain and monitor the
temperatures of the resident refrigerator/freezer.
i Interview with the Administrator on /8/8/16 at 4:45
I FM n the Administrator's office, confirmed the : i
i facility failed to maintain the cleaniiness of the ! _ f
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F 371 { Continised From page 4 F 371
coaling fans,
F 441 | 483.65 INFECTION CONTROL, PREVENT F441 | F441 Infection control, prevent spread, Linens
s5 D | SPREAD, LINENS 1. Corective action acoomplished for the
N . - deficlert practice Is education for all Y236
The facility must establish and maintain an . ; licensed staff spedifically addressing
Infection Control Program designed to provide a | donning gloves before administering
safe, sanitary and comfortable environment and any injection
,.._..=..'to_help..prevent,.ﬁ'}e _development.and..transmission. RRREE: IRt kg U
i of disease and infection. Z OtherResidents identified having the
i potential to be affected by the seme
(a) Infection Confrol Program deficient practice are any Residents
- The facility must establish an Infection Contral who required an injection. Comective
- Program under which i - _ action is education for all ficensed staff
: g)ﬁ:gvfzsutjl%;tes. controls, and prevents infections sgeciﬁually addnessmg donnlng gloves
{2) Decides what procedures, such as isolation, i 3 ma?ﬂm mmto ens!.
:-should be applied to an individual resident, and ) the defici nges we
- (3) Maintains a record of incidents and conrective | feficient practios does not recurisa
actions related i infections. : requirement for al ficensed nurses to
attend an annual education regarding i
(b) Preventing Spread of Infection infection control which wil specifically |
(1) When the Infection Control Program address donning gloves prior to
detemines that a resident needs isolation to administering injections.
prevent the spread of infection, the facility must 4. Comective acion will be monitored by
isolate the resident. Director of Nursing and Quality
i (2) The facility must prohibit employees with a Assurance Nurse or designee by walk
L. communicable disease or infected skin lesions thiu observations of injection
; from direct contact with residents or their food, if addmirichat iodically and
i direct contact will transmit the disease. ministraion periodically and at least
: {3) The facility must require staff to wash their | monthly for six months to assure
 hands after each direct resident contact for which | continued compliance.
{ hand washing & indicated ty accepted
» professional practice.
l (c) Linens E
- Personnel must handle, store, process and
: transport linens so as to prevent the spread of !
: infection.
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F 441 | Continued From page 5

| This REQUIREMENT & not met as evidenced
by:

Based cn facility policy review, observation and
i interview the facility failed to ensure staff don

: of 31 opportunities observed for medication
g administration,

i The finding included;

: Review of the facility policy Medication

: Administration revised 8/15 revealed *. With

; administration of any injection for example insulin,
F i lintramuscular] ABT [antibiotic], etc. gloves
i:must be applied prior o injection being given ..."

i

+ Observation of Licensed Practical Nurse (LPN)

i #2 on 8/7/16 at 12:05 PM, in a resident’s room

Lrevealed LPN #2 prepared 5 units of Novolog

{medication to decrease blood sugar) insulin and
proceeded fo administer the insulin injection to
the patient without donning gloves.

- Interview with LPN #2 on 8/7/16 &t 12:07 PM, an
-the 200 hallway, confirmed she failed o don
gloves before administering the insulin injection,

Interview with the Director of Nursing (DON) on

: B/7116 at 345 PM, in the DON's office, confirmed
+ the facility faifed to use Personal Protective
Equipment (PPE) to maintain appropriate
infection control practices. Continued interview
-confirmed staff are to don gloves before

. administering injections.

h
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